
The importance of the removal of this diseased tissue has also
been corroborated by Harrison Allen. I have seen a number
of such cases in vocalists, in which very marked vocal disabil-
ity was entirely relieved by the removal of this diseased tonsil-
lary tissue. In the removal of this tissue and the use of the
knife and the tonsil punch forceps is much superior to any other
method, and especially to the galvanic cautery ; for the reason
that the cicatricial tissue caused by the use of the cautery in-
terferes with the proper action of the pillars of the fauces,
thereby causing more or less rigidity of the parts and conse-
quently seriously affecting vocalization.
Dr. Richardson—I have found that the most unsatisfactory

cases were those in which the pillars of the fauces were
attached to the anterior surface of the tonsil. I saw Dr. Roe
operate in Rochester, and was so delighted with the procedure
and with the complete separation of the pillars from the tonsil,
that I obtained one of the instruments used by him. I have
used the instrument since with a great deal of satisfaction,
especially where there were strong adhesions between the ante-
rior pillars and the tonsils. It is in these cases that we have
the greatest difficulty and the greatest danger of hemorrhage.
In the simple drawing out of the tonsil the pain is not very
great and there is little or no bleeding ; while we know that by
the galvano-cautery method the pain is exquisite for hours and
sometimes days afterward.
Dr. Woolen—As to the use of thecautery, I think the truth

was well formulated by an assistant of mine who said : The dif-
ference between the galvano-cautery and the scissors or other
cold instruments is that with one we have a wound, and with
the other a wound plus a burn, a distinction always
worthy of special recognition.
Dr. Daly—There is no operation for the removal of tonsils

that can not be well and efficiently done with four instruments,
two knives proper length, a tenaculum, and the curved rat-tooth
forceps. An enlarged tonsil is not part of a normal throat.
First, remove the tonsils ; second, do it quickly and effectively
by the most painless method you can adopt ; but last, and most
important of all, leave the throat and fauces in the anatomic
condition in which nature intended them to be.
Dr. Cune—I have made liberal use of the actual cautery,

and have found it valuable in certain cases. It doses no harm
if you use it in the proper manner. I have never had any seri-
ous results from a burn, provided I did not burn anything I
had no business to. This is true also in regard to the nose. I
separate the tonsils from the pillars, and then use the tonsil-
lotome instead of dissecting out the tonsil. Unless you have
the patient anesthetized, or well cocainized, there will be diffi-
culty in removing the tonsil by enucleation. Take the tonsil out
with one stroke of the tonsillotome and then if after that there
are any of the crypts left remove with the actual cautery. I
see no objection to taking out an inflamed tonsil, particularly
if it is hypertrophied.
Dr. Gibbons—I approve of Dr. Roe's method of separating

the pillars. In doing this I use a tonsillotome that is not sharp.
I generally take a small piece of pine wood and twist it around
the edge to dull it. The cold snare requires a strong hand. I
have seen Bosworth find difficulty in using it. I have often
thought that the snare could be improved by using hydraulic
force. I use electricity very seldom, except sometimes to sep
arate the pillars. I sometimes use the snare.
Dr. Richards—The Leland tonsil knife answers very well in

certain of the flat tonsils, where the ordinary tonsillotome is
inadmissible. This knife, which is short, curved, probe pointed,
set at right angles to the handle and made right and left,
is introduced into a crypt and pushed along the curve and
allowed to cut its way out. This is successively done until all
the crypt are entered. The resulting tabs of tonsillar tissue
are readily removed with curved scissors. Originally I fol-
lowed the use of the knife with the galvano-cautery point, car-
rying it to the bottom of each crypt operated on. This was
rather painful and followed by more or less inflammation, in
one case by peritonsillar abscess, so that I now rarely use the
galvano-cautery for this purpose. With this method the oper-
ation is almost painless and can be completed in one or two
sittings.
The Chairman—I have removed tonsils by all methods, and

am satisfied with none of them. There is something to be said
in favor of each method, and each has its disadvantages. I
have adopted the expedient of selecting my cases. In those
where I think hemorrhage is liable to result the cautery in some

form is selected. In children the tonsillotome is the best
instrument. As to Frankel's statement that he had had no
bad results from the excision of acutely inflamed tonsils, I do
not understand that he advises the operation in this condi-
tion. He used it as a means of securing specimens for bactéri-
ologie investigations, not as a remedial measure.

In reference to the separation of the pillars from the tonsils,
if there is any muscular substance involved, I separate it, but
if there is simply mucous membrane, I do not think it is neces-

sary to subject the patient to this additional procedure. In
many cases the membrane is reflected from the anterior pillar
and makes an envelope for the tonsil, it contains no muscular
substance and I see no objection to making the ablation through
this structure.
Dr. Codlter—I think that Dr. Goodale misapprehended my

ideas in reference to the absorbent power of the tonsils.
After the removal of tonsils in an inflamed condition, you

necessarily add to an already dangerous condition if you then
apply the cautery. My ideas of pathology would not lead me

to operate on an acutely inflamed tonsil.
The tonsil is a gland, not made up of any part of the pillars

but distinct anatomically from them, and you can use the cau-

tery without fear of producing any cicatrix. If you do not
destroy any muscular tissue, you have no cicatrix. With the
knife you can not do this. If you have hemorrhage, you can
not see where you are operating, and will either destroy muscu-
lar tissue or leave some of the tonsil, either of which is unde-
sirable.

A CASE OF CHRONIC ABSCESS OF THE
TONGUE.
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I offer this single case of chronic abscess of the
tongue for your consideration, on account of the infre-
quency of its occurrence and the peculiar train of
symptoms which attended its final termination. A
chronic abscess of the tongue is a small rounded or
oval tumor situated deep in the base on the dorsum of
the tongue, anterior to the circumvallat\l=ae\papill\l=ae\,filled
with pus in which fluctuation is present or absent ac-
cording as the pus is, or is not, tightly pocketed and
of several years' duration. According to Butlin this
disease is a very uncommon one, and is most fre-
quently observed in adults. Butlin states that the
commencement is insidious, and that there is seldom
any history of inflammation preceding the onset. In
the case which I report I knew of the existence of the
abscess for over a year before the pus was liberated or

any acute symptoms developed, and the patient
states that she had known of its existence since early
childhood.
During the fall and winter of 1889, I was treating a

young woman 18 years of age for a nasal and post-
nasal catarrh. On the paternal side there was a strong
tubercular history. The patient had the usual dis-
eases incident to childhood. At the time of her first
visit I noticed a prominent oval elevation in the cen-
ter of the dorsum of the tongue just anterior to the
circumvillatse papillas. This mass was about two cen-
timeters long, about one centimeter in breadth, and
projected above the surface of the dorsum of the
tongue about one-half centimeter at the most elevated
point. The mucous membrane over the mass was
paler than over the remaining surface of the tongue
and was very tense. The tumor seemed tense, deeply
seated and no fluctuation could be detected. The
woman stated that this mass had been noted in her
tongue since early childhood, and as it had caused her
no inconvenience she did not care for surgical inter-
ference. As the growth seemed in no way to interfere
with functions, and offered no obstruction to the-
proper treatment of the throat I respected her wishes.
I diagnosticated the growth to be either a dermoid or
a simple cyst,
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December 15, 1889, ten days after the patient had
been discharged, I was called to see her on account of
an intense earache. In the morning she had noticed
considerable soreness in the lateral walls of the
pharynx, which as the day wore on became more in-
tense and radiated toward the ears. I examined the
pharynx and found it quite normal in appearance both
in the oro- and naso-pharynx. The auditory canals
and membranes were normal. Hearing normal. The
patient was evidently suffering, and I was perplexed.

December 16. Patient reported at my office in the
morning. Had passed a sleepless night. Evidences
of pain very marked. Had taken no food for twenty-
four hours. Temperature 99.8. Nose, naso-pharynx,
oro-pharynx, larynx, auditory canals and tympanic
cavities normal. Now all the pain was referred to the
ears. The growth at the base of tongue appeared
about the same as usual.

December 17. Patient's appearance as she sat in
waiting room gave me great concern. Her expression
was one of extreme anxiety, and her face bore evidence
of great suffering. The hypodermatic use of .016
gram of morphia the night before had given only a

transitory relief. The organs giving rise to painful
sensations all appeared as normal as ever. Tempera-
ture 100. While examining the patient's pharynx the
happy idea occurred to me that the mass at the base
of the tongue might be the cause of all the trouble,
although appearing perfectly benign. Introducing
my index finger into the mouth I essayed to make
compression on the growth, when the patient gave
evidences of the most intense pain. I immediately
laid the abscess open through its anterior two-thirds,
resulting in the evacuation of several drachms of a

very offensive, thin, watery pus. The symptoms were
immediately ameliorated.

December 18. The day and night's rest had worked
a marvelous change in my patient. She willingly
submitted to a thorough laying open of the abscess
cavity, which was then thoroughly curetted and packed
with iodoform gauze. From this date the patient
made a rapid and complete recovery. Swelling dis-
appeared, and at the present writing shows only as a

slightly elevated linear cicatrix. The patient is now
under my observation, and the cicatrix is all that
shows of the former condition.
The most interesting feature of this condition is the

fact that the abscess remained quiescent so many years
and then took an active course. It is also interesting
to observe that all the symptoms produced by this
change in the nature of the abscess were referred away
from the seat of the disease. There was no change
in the appearance of the tissues over or about the
seat of the abscess, nor was there any spontaneous or

superficial pain in the part of the tongue affected. It
was only when firm and great pressure was made that
any evidences of pain were demonstrated.

1102 L. Street, N. W.
DISCUSSION.

Dr. Woolen—Possibly this case was not an abscess for all
these years. I have a case of blood cyst, or perhaps more
properly varix of the tongue, which I have watched with solic-
itude for many years for fear it would rupture. Possibly Dr.
Richardson's case may have begun in that way. I can hardly
understand how an abscess could exist for so many years and
pus be carried in it all that time. I think it likely that there
was degeneration of some cystic formation. In my patient the
growth is bluish in appearance, has evidently liquid contents,
and is the size and shape of a teaspoon inverted on the tongue.
It is pulpy and fluctuates as blood fluctuates. It gives the
patient no inconvenience, but I fear rupture either spontan-eously or artificially.

Dr. W. H. Bryan—I can hardly conceive of an abscess ex-
isting as such for so long a time. It is possible that there may
have been a cystic condition from which has developed a septic
inflammation at a later interval.
Dr. D. Braden Kyle—I have only seen one case of abscess

of the tongue and that was tubercular. Not only the tonsil
but the cervical glands were involved, although the glands did
not suppurate. Six weeks before operation marked symptoms
of abscess at the base of the tongue had developed. The ab-
scess was opened and contained cheesy material in which tuber-
cle bacilli were found. This was a so-called chronic abscess,
but it was really an acute condition at the time it was opened.
Dr. Max Thorner—I have seen two cases of chronic abscess

of the tongue. One was produced by a foreign body. There
was swelling and all the symptoms of abscess at the base of the
tongue. The symptoms had been present for half a year. I
found a fish-bone embedded in the abscess. In the second
case there was a chronic abscess of the base of the tongue of
ten months' standing, which was no doubt tubercular. There
was great difficulty in healing the wound, which closed super-
ficially leaving a flstulous opening. I could get no detailed
account of the history.
Dr. C. W. Richardson—I had also thought at first that my

case was probably a broken down cyst that had undergone
suppuration, but after looking up the subject I came to the
conclusion that it was a chronic abscess, for several reasons.
Cysts are usually situated where the glands are more promi-
nent and more numerous. They are more on the surface than
this, which was embedded in the tongue, or to use Dr. Woolen's
description, looked as though a teaspoon had been placed on
the surface of the tongue. I am ready to accept the diagnosis
that the condition may have been tubercular. In fact this
young woman has a strong tubercular history on the paternal
side. Nevertheless I think there is such a thing as chronic
abscess of the tongue, and that such cases have been described,
among them some which have existed for years before being
opened.

CASE OF RECURRENT HEADACHE. EACH
ATTACK BEING RELIEVED BY THE DIS-

CHARGE THROUGH RIGHT NOS-
TRIL OF A FLUID FROM THE

CRANIAL CAVITY.
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The case which I report is so unusual that I am
unable to find a similar instance in the records of
medical literature. The case is one of recurrent
headaches of a most violent character, each paroxysm
continuing until relieved by the discharge of a watery
fluid from the right nostril.

The following is the interesting history of this
case: Sister M. J., a member of a holy order, suffer-
ing from deafness and an affection of the throat, was
referred to me in January, 1893. While treating these
conditions, from which the patient soon recovered,
she called my attention to the repeated headaches
from which she suffered, and to the fact that they
were relieved by the discharge of a straw-colored fluid
from the nostrils.
In February, 1885, the patient suffered from a most

agonizing headache, which persisted in spite of the
efforts of several physicians The pain at times be-
came so severe that the patient was entirely oblivious
of her surroundings. This continued for three weeks,
and was relieved by an accident which appeared
almost providential. While descending a stair, the
patient fell down a considerable distance, her head
striking against a stone jar at the bottom of the stair-
case. The fall was so severe that the patient was
unconscious for several seconds, but when she revived,
she observed that there had been a profuse discharge
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